Background {#s1}
==========

A patient presented with unusual retinal findings and the aetiology was not clear initially. A detailed history and investigations pointed to the causative agent as the aetiological diagnosis. This report emphasises the extreme rarity of this case. With international travel becoming widespread, it is important to spread awareness in the ophthalmology community.

Case presentation {#s2}
=================

A 26-year-old white British woman travelled to Mexico in August 2015 and developed chikungunya infection while touring a jungle area. The infection was confirmed by a local doctor, as the patient had the classic chikungunya symptoms of fever, joint pain and skin eruption. On returning to the UK, the patient consulted a rheumatologist for having persistent joint pains. Chikungunya infection was confirmed by RT-PCR in November 2015. All other possible rheumatological diseases were excluded by further tests. Chest X-ray, Anticnuclear antibody (ANA), anti nuclear cytoplasmic antibody (ANCA) rheumatoid factor, full blood count and C reactive protein were normal.

In July 2016, the patient presented to the urgent care department in ophthalmology with gradual loss of vision in her left eye for the past 1 week. Her Snellen visual acuity was 6/6, right eye, and 6/12, left eye. Ocular examination of the right eye was normal. In the left eye, anterior segment examination and intraocular pressure by Goldmann applanation tonometry were normal. There was no afferent pupillary defect. Posterior segment examination revealed an inflammatory foveal lesion ([figure 1](#F1){ref-type="fig"}). High-definition Optical coherence tomography (OCT) scan of the left eye showed increased reflectivity of the neurosensory retina with a cleft of underlying subretinal fluid ([figure 2](#F2){ref-type="fig"}). Angio-OCT scan showed areas of capillary dropout on the nasal aspect of the foveal avascular zone ([figure 3](#F3){ref-type="fig"}). Fluorescein angiography ([figure 4](#F4){ref-type="fig"}) showed an area of leakage in the fovea suggesting focal foveal capillary vasculitis, whereas indocyanine green (ICG) angiography ([figure 5](#F5){ref-type="fig"}) failed to show active choroidal inflammation.

![Focal whitening (yellow arrow) of the retina around the fovea.](bcr-2017-222864f01){#F1}

![High-definition OCT scan: left eye (red arrow) showing focal area of retinitis with a small cuff of SRF. SRF, Sub retinal fluid.](bcr-2017-222864f02){#F2}

![OCT-angio: arrow showing focal capillary dropout in nasal FAZ. FAZ, Foveal avascular Zone.](bcr-2017-222864f03){#F3}

![Fluorescein angiogram showing minimal leakage during the later frame of the angiogram.](bcr-2017-222864f04){#F4}

![Normal indocyanine green angiogram.](bcr-2017-222864f05){#F5}

The patient was not on any medication, and there was no ocular history of relevance.

Investigations {#s3}
==============

Systemic: RT-PCR for chikungunya virus. Chest X-ray, ANA, ANCA rheumatoid factor, full blood count and C reactive protein.

Serological test for HIV, syphilis, tuberculosis, Lyme disease, toxoplasma and toxocariasis.

Ocular investigation: Fundus Fluorescein angiography (FFA), ICG and OCT-angiography.

Differential diagnosis {#s4}
======================

Viral (herpetic) retinitis, HIV retinopathy, toxocara, toxoplasma and Lyme disease-related retinitis.

Treatment {#s5}
=========

Oral steroids---prednisolone 1 mg/kg body weight in a tapering dose.

Outcome and follow-up {#s6}
=====================

Good visual recovery, with OCT evidence of minimal structural damage to the area of focal retinal inflammation ([figure 6](#F6){ref-type="fig"}). The patient relocated to a different country following the initial treatment. The patient's treating physician was contacted a few months later to know the course of her ocular condition. We were informed about the recurrence of her retinitis ([figure 7](#F7){ref-type="fig"}) and the good response to a repeat course of oral steroids.

![SD-OCT: resolved retinitis with mild disruption of RPE/photoreceptor complex. OCT, optical coherence tomography; RPE, retinal pigment epithelium; SD, spectral domain.](bcr-2017-222864f06){#F6}

![Recurrence of retinitis. Note hyper-reflectivity of the outer retina near the cursor.](bcr-2017-222864f07){#F7}

Discussion {#s7}
==========

Chikungunya is a systemic viral infection transmitted to humans by the bite of infected female mosquitoes (*Aedes aegypti* and *Aedes albopictus* spp). It has a wide variety of presentations, ranging from conjunctivitis to exudative retinal detachment.[@R1] Non-granulomatous and granulomatous anterior uveitis is the most common presentation of chikungunya eye disease.[@R6] To the best of our knowledge, this is the first case of presumed chikungunya foveal retinitis in the UK and in Europe. Most reported cases of chikungunya retinitis are from the Indian subcontinent. Several studies have confirmed direct infection with chikungunya virus by performing PCR analysis of anterior chamber tap in patients with acute anterior uveitis.[@R4]

In our patient, there was no anterior chamber activity so we were reluctant to perform an anterior chamber tap. The presence of rheumatological features in the patient with a positive RT-PCR test, coupled with a negative serology for other arthropathies strongly indicates infection with chikungunya virus. The pathogenesis of retinitis although speculative, probably represents a focal vasculitis. Further, angiographic evidence of focal ischaemia in the FAZ is suggestive of an occlusive vasculitis. If this is the case, then antiplatelet agent may have a role, in addition to systemic steroids. The fluorescein angiogram and OCT-angio picture are suggestive of a primary vascular involvement of the neurosensory retina. Mahesh *et al*[@R5] describe a case of bilateral chikungunya neuroretinitis but their patient presented 2 weeks after the onset of systemic symptoms. Most of the reported cases of retinitis were within few weeks of the systemic symptoms, but our case was peculiar in that the ocular manifestation was delayed by almost a year. CD4+ T lymphocyte-mediated cell response has been implicated during the later stage of the disease. Interleukin-12, which returns to normal level following the acute phase in chikungunya virus infection, is elevated if patients develop chronic arthritis. Matrix mettaloproteinase (MMP-2) has also been implicated in tissue damage. With a delayed ocular presentation and persistent joint symptoms in our patient, the above cytokines probably played a part in the pathogenesis. The mechanism of the focal foveal retinitis in our patient would represent either a delayed immune-mediated response or a direct infection with chikungunya virus. The persistence of the virus for months and even years in the body has been established.[@R8] Nevertheless, the molecular details of the pathogenesis remain speculative.

The majority of patients with chikungunya retinitis recover well over a 10 to 12-week period, with a good visual outcome and only subtle retinal pigment epithelial alterations.[@R6] This was also the case in our patient, whose visual acuity at last follow-up had improved to 6/6. Our case would suggest that chikungunya retinitis can present either early or quite late after acquiring the infection. The visual outcome nevertheless is good in either case if treated early with systemic steroids. The presence of chronic arthralgia may be a marker for recurrence of the eye disease as we see in our patient. It may be sensible to counsel the patient regarding the same. With international travel becoming more widespread, chikungunya infection should be considered in the differential diagnosis of retinitis, if the patient had visited an endemic zone. The retinal presentation could be either unilateral or bilateral, and the vitreous may or may not be involved as we see in our case. In the UK, a case of optic neuritis with poor visual outcome due to chikungunya was reported in a 69-year-old patient who travelled to the West Indies.[@R2] A French article describes conjunctivitis in a 31-year-old patient with severe chikungunya infection returning from Mayotte, French Comoros.[@R7] To the best of our knowledge, there are no other chikungunya eye-related cases published in Europe.

###### Learning points

-   Chikungunya retinitis should be considered in the differential diagnosis of patients with focal retinitis giving a history of international travel, particularly to endemic areas.

-   Oral steroid should be instituted soon, as the outcome is usually good if done early.

-   Possibility of recurrence of the retinitis should be explained to the patient.

-   Persistent arthralgia may be a marker of recurrence of retinitis.
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